Children’s Dentistry Of Baytown
We welcome you and your child into our practice and we hope to make his/her dental experience a happy one.

Please answer the following questions thoroughly as this information is of great value in aiding us to better understand your child’s dental needs. 

CHILD’S NAME_______________________________________________________________________

                                      (Last)                                                   (First)                                     (M.I.)

CHILD’S SOCIAL SECURITY NUMBER _______________________SEX___M___F     

CHILD’S BIRTHDATE _________________  CHILD’S SCHOOL_______________________________

CHILD’S PHYSICIAN __________________Phone #_______________________

FAMILY DENTIST     ___________________________________

PURPOSE OF VISIT   ____________________________________

CHILD’S FAVORITE TOY, PET, OR SPORT ACTIVITY______________________________________

Who may we thank for referring you to our office?

                       Name________________________     -or-Internet__________________________________
                   Address________________________

                                ________________________

Has your child had any history of the following, for which he/she has received surgery, treatment, or medications?

· Seizures

· Blood disorders

· Prolonged bleeding

· Transfusions

· HIV

· ADD /ADHD  
· Cerebral Palsy

· Mental retardation

· Heart trouble

· Heart murmur

· Diabetes

· Learning disability

· Asthma

· Kidney or liver disorders

· Lung or breathing problems

· Tonsils / adenoids removed

· Autism/PDD/Asbergers

· Frequent ear or throat infections or tubes 
· Hearing loss, speech problems

· Complications from sedation or general anesthesia

· NONE

· Other ____________

                          _________________



                                                                                                Yes            No

1. Has your child taken any medications in the past six months?         1. ____      ____

    List all medications or herbal supplements________________

    __________________________________________________

2. Has your child had any unfavorable reaction or allergy to drugs      2. ____      ____

    including antibiotics, local anesthetic solution, iodine, latex, food

    coloring, nickel? If so, what? ____________________________

    ____________________________________________________ 

3. Has your child had any history of thumb sucking, finger sucking,   3. ____      ____

    or did he/she use a pacifier?  

4. Is your child still feeding on the bottle or breast?                             4. ____      ____

    If no, what age did this stop? (age_____)

5. Is your child adopted?                                                                       5. ____      ____

6. If your child has had previous dental treatment, Where? 

     ______________________________

7. Have previous dental appointments been: Always enjoyable, Usually enjoyable

                                                                   Usually unpleasant, Always unpleasant.

8. In the past two years, has your child’s contact with medical

      Doctors been: Always enjoyable, Usually enjoyable,

                             Usually unpleasant, Always unpleasant.

9.  Do Father, Mother, and child live together?                                       9. ____      ____

10. Have we treated any other children in your immediate family?      10. ____      ____

      If so please give their names_____________________________

Are there any other remarks you would like to make to help us treat your child? __________

________________________________________________________________________________________________________________________________________________PLEASE COMPLETE OTHER SIDE
FOR BILLING AND INSURANCE PURPOSES PLEASE COMPLETE THE FOLLOWING INFORMATION IN FULL.

Father:





Mother:

_______________________________________        ____________________________________

(Last)                                     (First)              (M.I.)

(Last)                               (First)              (M.I.)

Natural parent?  yes___ no ___


Natural parent  yes ___ no___

If no, specify ____________________________
If no, specify _________________________         Mailing address__________________________        Mailing address  (if different from dad)

_______________________________________
_____________________________________

(Street)





(Street)

_______________________________________        _____________________________________

(City                                        (State)       (Zip)

(City)                                    (State)         (Zip)

Home phone ____________________________
Home phone_________________________       

Cell phone    ____________________________         Cell phone ____________________________
E-Mail _________________________________         E-Mail   ______________________________
Father’s Employer:_______________________
Mother’s Employer______________________

Occupation_____________________________
Occupation ____________________________

Employer’s phone: ______________________
Employer’s phone:_____________________

Father’s social security #:



Mother’s social security #:

______________________________________
_____________________________________

Father’s drivers license#:



Mother’s drivers license #:

______________________________________       _______________________________________

Father’s date of birth:



Mother’s date of birth:

______/______/_____



______/______/______

Name of Dental Insurance:


Name of Dental Insurance:

______________________________________        ______________________________________ 
IN CASE OF AN EMERGENCY; NAME OF NEAREST FRIEND OR RELATIVE:


Name: _________________________________

Address: _______________________________  Phone # _______________________


              ________________________________

Relationship to patient ____________________________

BECAUSE YOUR CHILD IS A MINOR, IT IS NECESSARY THAT SIGNED PERMISSION IS OBTAINED FROM A PARENT OR GUARDIAN BEFORE ANY DENTAL TREATMENT IS PERFORMED.

THE SIGNATURE OF A PARENT OR GUARDIAN AFFIXED BELOW AUTHORIZES THE COMPLETION OF ALL AGREED UPON DENTAL TREATMENT AND THE USE OF THOSE METHODS APPROPRIATE THERETO.  THIS CONSENT SHALL REMAIN IN FULL FORCE AND EFFECT UNTIL CANCELLED BY EITHER PARTY.

I AUTHORIZE MY INSURANCE COMPANY TO PAY THE DENTIST OR DENTAL GROUP ALL INSURANCE BENEFITS OTHERWISE PAYABLE TO ME FOR SERVICE RENDERED.  I AUTHORIZE THE USE OF THIS SIGNATURE ON ALL INSURANCE SUBMISSIONS.

I AUTHORIZE THE DENTIST TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS.

I WILL ACCEPT RESPONSIBILITY FOR ANY BILL INCURRED FOR THIS CHILD’S DENTAL TREATMENT.

SIGNED ________________________________________ Date: ______/______/______


(Relationship to child) ________________________________________________

